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special challenges to the EMS system (particularly EDs). Low reimbursement levels and a high administrative burden are limiting the number of physicians willing to participate in the program. Between 1978 and 1989, surveys found that the proportion of pediatricians caring for at least some Medicaid patients dropped from 85 percent to 77 percent (Yudkowsky et al, 1990). The average Medicaid reimbursement for a well-child visit was only 53 percent of their usual fees (Yudkowsky et al., 1990) and was roughly 80 percent of Medicare rates for comparable office visits (McManus et al., 1991). Perhaps not surprisingly, growth in ED use between 1985 and 1990 was greatest among Medicaid patients (34 percent) (GAO, 1993).
Higher reimbursement rates may increase the willingness of physicians to participate in Medicaid, but increased participation will improve access to care only if the additional services are in areas (such as inner cities) where patients can use them (McManus et al., 1991; Margolis et al., 1992). Furthermore, barriers to enrollment must still be overcome. Factors such as lengthy and detailed application forms, documentation requirements to verify information supplied, literacy and language difficulties, as well as the complexity of the Medicaid program itself (with multiple eligibility categories and income scales), lack of automation of the eligibility determination process, lack of outreach to provide assistance to potentially eligible individuals, and inadequate staffing in the Medicaid offices have been found to hinder Medicaid enrollment in the District of Columbia (GAO, 1992). Many of these problems are doubtless generalizable to other states and localities.
A Changing Role for Emergency Departments?
Nowhere are these issues—current demands on hospitals and the availability of primary care for children—felt more keenly than in the nation's EDs. As we have seen, many children, particularly those from disadvan-taged families but increasingly middle-class children, lack adequate access to primary care and preventive services. EDs are called on more and more to provide those services. Several questions can be raised about this trend: Is this an appropriate role for EDs? Are they now equipped to fulfill it? If not, should they be?
Some proponents of a wider responsibility for EDs argue that patients in the pediatric age group will continue to constitute a significant portion of their workload. They take the view, therefore, that EDs ought to be prepared to render a broader range of services, specifically including those that are traditionally thought of in terms of office-based or clinic practice (such as immunizations). EDs may provide important care that children would not otherwise receive and may serve as a gateway to other health and social services that now reach entirely too few pediatric patients. In fact, several communities participating in a federally assisted effort to increase early objectives. It will also demand that a considerable array of difficult topics be competently addressed: who pays;1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
